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Pre-admission Day 1: Admission 
Week 1: 

Assessment and 
planning 

Week 2-8: Therapy 
to get your child 

started 

Week 8-16: 
Therapy to get 

your child mobile 

Week 16-24: 
Therapy to get 

your child home 

      • Orientation to spinal cord        services and in-patient rehab       Program      • Medical intake meeting     • Connect with care team    • Review consent process 
 

      • Meet the rehab team    • Orientation to SCI scheduling        routines   • Medical & Nursing full needs &        safety assessment    • Equipment review    • Receive Transition Passport with         educational materials    • School registration 
 

      •Initial Family team goal plan        meeting     •Identification of short and long         term goals & priorities for rehab     •Identify client and family SCI       educational  needs    •Initial discussion on transition      plan with target discharge date        & Planning for weekend pass     •Full Needs Assessment with      rehab  team & Physiatrist      consultation    •Attendance at school begins    •Establish and implement SCI      protocols and  education        sessions 
 

      •Second Family team goal plan    meeting    •Review of prognosis, goal      achievement, functional      outcomes and care       Requirements     •Begin SCI curriculum    •Engage in rehab therapy        program    •Begin care by parent sessions    •Initiating weekend pass     •Access to peer support    •Identification of transition needs    •Appropriate amendments to      action plan.   •Liaison with relevant outpatient     social  & community services  
 
 

     • Third Family team goal plan       meeting     • Review of goal achievement      Functional outcomes and care       requirements.    • Continue SCI curriculum    • Confirmation of transition      location, care package    • Identification of carer and      Community  team training         needs.   • Introduction to SCI outpatient      team    • NP/RN-attendance at Family        team goal plan meeting    
 

     • In-patient rehab goals achieved     • Recommendations for Ongoing        Outpatient rehab shared with            outpatient therapy teams at       transition family team meeting.     • Client medically stable for        transition     • Client, family & carer education       completed.     • Client proficient in self      monitoring &     • Engaged  in health        maintenance.     • Equipment in place, discharge           location and care provision safe      and  sustainable. 
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OUTCOMES             

Clinical   ASIA ASIA, COPM,  FNQ-PR  ASIA, COPM ASIA, COPM 

DATA             

PROCESS             

Clients Needs and Overview of Key Components of Clinical Pathway 


